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Liver Abscess Caused by Tuberculosis and
Melioidosis
Hafiz Yafee Amar Azali, Salleh Norly, Leh Meng Wong, Kia Sin Tan and Naim Muhammad Safian,
Department of Surgery, Hospital Melaka, Melaka, Malaysia.
We report an unusual co-existence of Burkholderia pseudomallei and acid fast bacilli in a young Malay gen-
tleman with liver abscess. He was treated with antibiotics and surgical drainage. This phenomenon has
not been reported in previous literature and the dilemma of its management is discussed. [Asian J Surg
2007;30(2):138–40]
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Introduction
Melioidosis and tuberculosis are endemic in Malaysia, espe-
cially among immunocompromised patients. Although
tuberculosis affects many organs, the liver is the least
affected.1 There seems to be a rise in liver abscesses caused
by mycobacterial organisms, probably due to increasing
numbers of immunocompromised and elderly patients. On
the other hand, melioidosis may occur in virtually all solid
organs except the hair and nails, and it is characterized by
acute and chronic relapsing infection. Both melioidosis
and tuberculosis require long-term antibiotic and surgical
drainage, which acts as complementary treatment. The
co-existence of both organisms affecting one organ has
never been reported before and this may pose a therapeutic
dilemma.
Case report
A 49-year-old man, working in an agricultural depart-
ment, was brought to our attention after having fever,
jaundice and malaise of 2 months duration. On admis-
sion, he was found to be deeply jaundiced with tender
hepatomegaly. We performed abdominal ultrasonography
followed by three-phase computed tomography scan and
found a predominantly cystic lesion of the liver with mul-
tiple septations in segment 4b and 5 measuring about
10×7.2×5 cm (Figure 1). The patient was promptly resus-
citated and given intravenous sulperazone, which was
subsequently replaced by imipenem. Despite these, his
condition deteriorated with evidence of septic embolism
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Figure 1. Computed tomography of the patient shows cystic
lesion in segment 4b and 5 of the liver.
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to the lungs (Figure 2). He was subsequently ventilated in
the intensive care unit.
Due to the size of the abscess and its multiseptated
appearance, we opted to perform an emergency laparo-
tomy and found a huge liver abscess with impending 
perforation. The surrounding liver looked normal. The
abscess was drained and its wall excised. We continued 
the intravenous antibiotics and changed to ceftazidine
and metronidazole after histopathological and microbial
examinations revealed Burkholderia pseudomallei culture.
Antituberculous treatment was added when a subsequent
histopathology revealed co-existing acid fast bacilli (Figure
3). The patient responded well with these treatments and
was discharged after 3 weeks of hospitalization. Clinical
improvement was observed at the 4-week clinic follow-up
and a chest radiograph confirmed response to treatment
(Figure 4). The hepatic abscess did not recur and was fol-
lowed closely by ultrasonography.
Discussion
The mainstay of the management of liver abscess has 
been intravenous antibiotics and surgical drainage either
via percutaneous methods or open drainage. Most liver
abscesses arise from common pyogenic organisms which
require broad-spectrum Gram-negative antibiotic coverage
and metronidazole or clindamycin for anaerobic organisms.
Open surgical drainage is usually reserved for abscess that
has ruptured or impending to rupture. In addition, it is
also indicated after failed percutaneous/medical treat-
ment or the presence of a concomitant intraabdominal
pathology requiring open surgical treatment or when 
the abscess is large with multiloculations that cannot 
be drained percutaneously.2 Current recommendations
require 4–6 weeks of antibiotic therapy for solid organ
abscess that have been adequately drained. For abscesses
that are multiple and more complex, the therapy can be
up to 12 weeks. Furthermore, the clinical and radiographic
progress of the patient should be a guide to the length of
the therapy.
Melioidosis abscesses and septicaemia is often diffi-
cult to recognize in young and healthy patients. In Malaysia,
it is endemic among immunocompromised patients living
around rice plantations.3 The acute clinical and radiolog-
ical features of melioidosis are nondiscriminative from
Figure 2. Chest radiograph shows septic emboli.
Figure 3. Tuberculosis is found in the liver biopsy.
Figure 4. Chest X-ray after treatment.
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other pyogenic infections. It is otherwise recognized by
the chronic relapsing infection occurring in immuno-
compromised patients. Our patient had B. pseudomallei
cultured from his liver abscess and endotracheal aspiration.
He also had bloodstream pneumonia which mani-
fested as bilateral multinodular pulmonary infiltrations.
This condition is reported to have high mortality of
80–95% especially when septic shock is present.4 Prompt
antibiotic treatment upon recognition is necessary and
continued for 12–20 weeks. In essence, the definitive surgi-
cal drainage procedures to eliminate melioidosis abscesses
have not been detailed. In the case of the liver, whether 
a mere drainage and excision of abscess capsule would be
sufficient or a segmental liver resection is required to pre-
vent re-infection has not been well elucidated. Given the fact
that the disease may recur, a wider resection is perhaps
meaningful. In addition to the dilemma of treating liver
melioidosis, this patient had evidence of co-existing liver
tuberculosis. A tuberculous liver abscess is rarely seen 
in clinical practice even in areas where tuberculosis is 
relatively common. In fact, it is rarely thought of in the
differential diagnosis of liver abscess. In most patients,
the diagnosis of tuberculous liver abscess has been made
at laparotomy.5 The treatment of liver tuberculosis con-
sists of a multidrug regimen (e.g. rifampicin, isoniazid,
pyrazinamide and ethambutol) with a drainage proce-
dure. Hepatic resection may be necessary when the lobe or
segment is destroyed and when an underlying intrahep-
atic stricture is the source. To our knowledge, there is no
reported case of liver abscess caused by both tuberculosis
and melioidosis. It seemed to us that our patient responded
to the recommended long-term antibiotics and antituber-
culous treatment for both organisms respectively. Our
dilemma will continue should the condition relapse.
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